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* Please call 334-353-9363 for assistance with any CME Post Test or the CME Request Form*

Medicaid 101 CME Post Test

1. A patient who receives SSI benefits does not qualify for Medicaid services.

___a) True
b) Fase

2. Which Medicaid serviceis not mandated through the Federal gover nment?

a) pregnancy related services
b) well child checkups
___C) inpatient hospital care
___d) prescribed drugs

e) al of the above

3. What does EPSDT stand for?

a) Early Prevention Screening Diagnosis Treatment

b) Early Periodic Screening Diagnosis Treatment

___©) Emergency Prescribed Services and Dental Transplants
Emergency Pregnancy Services Diagnostics and Treatment

4. What percentage of Alabama deliveriesare covered by Medicaid?

__a) 8%
b 3%
__©C 2%
__ 0 4%

5. People on Medicaid are welfar e recipients.

9 True
b) Fase

6. What doesHIPP stand for?

a) Health Insurance and Accountability Act
b) Heath Insurance Payment Program
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7. Which recipient group does not have full Medicaid?

__ @ Qualified Medicare Beneficiary (QMB) Program
__b) Adultson SOBRA Medicaid

Plan First recipients

All of the above

None of the above

bk

8. Which of thefollowing isaform of Medicaid fraud and abuse?

a) Changing a prescription

b) Using too much pain or nerve medicine

c) Not cooperating with Medicaid

d) Letting someone else use your Medicaid card
e) All of the above
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| am requesting Category | CME Credit through MASA

| am requesting CME Credit through AAFP

| am requesting a Certificate of Completion to submit to another organization (Participant
responsible for submitting forms to other organizations)

Please complete this form before requesting your CME Credit

Address:

City:

State:

Tel éphone:

Email:

# of Hours Clamed

Areyou aPatient 1st Medica Provider? _Yes ___ No Title/Degree

Y our Speciaty: ___ Family Practice___ Pediatrics ___ Internal Medicine Other
What additional information or topics would you like to see covered in future activities?

Comments:

Activity Evaluation - Please indicate the extent to which you agree with each statement.

1. This activity met its published objectives.
__Strongly Agree ___Agree ___ Disagree ___Strongly Disagree

2. Information presented is current and clinically relevant to my practice.
___Strongly Agree ___Agree __ Disagree ___Strongly Disagree

3. Information was presented in afair and objective manner.
___Strongly Agree ___Agree ___Disagree ___Strongly Disagree

4. The format of this CME activity facilitated learning.
__Strongly Agree ___Agree __ Disagree ___Strongly Disagree

Mail or fax this form to: CME Request
Alabama Medicaid Agency —R& D Unit
PO Box 5624
Montgomery, AL 36103-5624

FAX: 334-353-5027
EMAIL: cme@medicaid.state.al.us

* Please call 334-353-9363 for assistance with any CME Post Test or the CME Request Form*
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